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Measles — United States, 1999 


State and local health departments reported a provisional total of 100 confirmed 
measles cases to CDC in 1999. This total equals the record low number of cases reported 
in 1998 (7). Since 1997, measles incidence in the United States has remained <0.5 cases 
per 1,000,000 population. This report describes the epidemiology of measies during 
1999, which indicates that measles is not endemic in the United States. 


Case Classification 


Of the 100 cases reported during 1999, 33 were imported, and 67 were indigenous.* 
Of the 67 indigenous cases, 33 were import-linked and 34 were unknown-source cases. 
Aithough some import-linked cases had supporting virologic evidence, no reports relied 
solely on virologic evidence for classification. 

Imported cases accounted for 33% of all measles cases reported in 1999, continuing 
a trend since 1992 of an increased proportion of imported cases (Figure 1). Imported 
measles cases occurred among 14 international visitors and 19 U.S. residents exposed 
to measles while traveling abroad. 

Imported cases, by World Health Organization (WHO) region, included 10 from the 
Western Pacific region, six each from the Eastern Mediterranean, European, and South 
East Asia regions, two from the American region, and one from the African region. The 
source region of two cases was unknown. 

Persons with imported cases transmitted measles virus to 33 persons with import 
linked measles cases. The average number of import-linked cases spread from each 
imported case was one (range: 0-14). Virologic evidence of importation was found in 
seven chains of transmission, including seven imported cases and 26 import-linked cases. 
In each chain, the viral genotype identified was consistent with the genotype of virus 
known to be circulating in the source country of the imported case. In the chains of 


*Imported=cases among persons who were infected outside the United States; 
indigenous=cases in persons infected in the United States. 

‘Indigenous cases are subclassified into three groups: import-linked=cases epidemiologically 
linked to an imported case (virologic evidence of importation is not required for this 
classification); imported virus=cases that cannot be linked epidemiologically to an imported 
case, but for which imported virus has been isolated from the case or from an 
epidemologically linked case; and unknown source=includes all other cases acquired in the 
United States for which no epidemiologic link or virologic evidence is found to indicate 
importation. 
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FIGURE 1. Number of imported measles cases and percentage of all measles cases that 
were imported, by year — United States, 1999 
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transmission associated with imported cases from England, Italy, and Sweden, a new 
measles virus genotype was isolated. This new genotype is proposed by the WHO 
measles strain bank to be labeled D7. 

In 1999, the proportion of all cases classified as unknown source cases was 34%; this 
proportion has been decreasing since 1995 (Figure 2). Of the 34 unknown-source cases, 
10 were isolated cases with no epidemiologic link to any other measles case. The 
remaining 24 cases occurred in four outbreaks 


Geographic and Temporal Patterns of Distribution 

During 1999, 31 states and the District of Columbia reported no confirmed measles 
cases. Ten states accounted for 86% of cases. Unknown source cases were reported 
from nine states. During 33 weeks, all reported measles cases were importation-associ- 
ated (no unknown source cases were reported), including cases reported during acon 
tinuous period of 12 weeks (weeks 19-30). 

Of the 3140 counties in the United States, 16 (0.5%) reported measles cases of 
unknown source. In 10 of these counties, unknown source cases occurred during 1-weexk 
periods. Five counties reported unknown source cases fi “eriods between 2 and 4 
weeks, and one county reported unknown source cases during 11 noncontinuous weeks. 


Age and Vaccination Status 


During 1999, persons aged >20 years accounted for 32% of reported measles cases. 
Elementary school-aged children and adolescents (aged 5-19 years) accounted for 26% 
of cases, followed by preschool children (aged 1-4 years) with 24% of cases, and infants 
(aged <1 year) with 18% of cases. 

Among the 100 persons with measles, 16 had been vaccinated with one or more 
doses of measles-containing vaccine. Measles vaccination rates were 0% among 
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FIGURE 2. Number of measles cases of unknown source and percentage of all measles 
cases of unknown source, by year — United States, 1999 
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infants, 17% among preschool-aged children, 19% among school-aged children including 
adolescents, and 22% among persons aged >20 years. Among U.S. residents with 
measles, 15 (17%) of 86 were vaccinated, compared with one (7%) of 14 among inter 
national visitors. 


Outbreaks 

Eleven measles outbreaks (a cluster of three or more cases) with a median of four 
cases per outbreak were reported in 1999 and accounted for 63% of all cases reported 
during 1999. An epidemiologic link to an imported measles case was documented in 
seven of the outbreaks. 

The largest outbreak (15 cases) during 1999 occurred in Bedford, Virginia. The index 
case-patient was an adult who had traveled through Europe, Africa, and the Middle East 
Fourteen cases occurred in three generations of spread. Settings of transmission 
included the household and church of the index case-patient and health-care settings 
Reported by: State and local health depts. Measles Virus Section, Respiratory and Enteric 
Viruses Br, Div of Viral and Rickettsial Diseases, National Center for Infectious Diseases; Measles 
Elimination Activity, Child Vaccine Preventable Diseases Br, Epidemiology and Surveillance 
Div, National Immunization Program; and an EIS officer, CDC 
Editorial Note: The findings in this report document a continuing trend of record low 
numbers of measles cases and a high percentage of imported cases, suggesting that 
measles is not endemic in the United States. In 1999, as in the previous 2 years, few 
measles cases of unknown source were reported and these cases did not cluster 
temporally or geographically in patterns that would suggest a chain of endemic 
transmission. Virologic data indicated that only imported virus strains were transmitted 
in the United States in 1999. 
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During March 2000, CDC convened a consultation of measles experts’ to evaluate 
data on the elimination of endemic measles from the United States. The data indicated 
that, during 1997-1999, measles incidence has remained low (<0.5 cases per 1,000,000 
population) and that most states and 99% of counties reported no measles cases. In 
addition, measles surveillance was sensitive enough to consistently detect imported 
cases, isolated cases, and small outbreaks. Evidence of high population immunity in 
cluded coverage of >90% with the first dose of measles vaccine in children aged 19-35 
months since 1996 (2) and 98% coverage among children entering school (3). In 48 
states and the District of Columbia, a second dose of measles vaccine is required for 
school entry (4). A national serosurvey indicated that 93% of persons aged >6 years 
have antibody to measles (5) 

On the basis of these findings, the experts concluded that measles is no longer en 
demic in the United States. However, because endemic measles could be reestablished 
if vaccination coverage declines, efforts should continue to ensure that coverage re 
mains high and that surveillance is strong. In addition, because of the continued threat of 
imported measles, the experts encouraged strengthened support for global measles 
control and eradication of measles 
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Compliance With Physical Activity Recommendations 
by Walking for Exercise — Michigan, 1996 and 1998 


Physical inactivity is an important modifiable risk factor for many diseases, including 
cardiovascular disease, cancer, diabetes, and osteoporosis. The 1996 Surgeon General's 
report (7) recommended that persons of all ages obtain “a minimum of 30 minutes of 
physical activity of moderate intensity (e.g., brisk walking) on most, if not all, days of the 
week.” Walking is encouraged as one of the most accessible ways to be physically active 
(2), is the most commonly reported leisure-time physical activity (LTPA) in the United 
States, and is relatively common among groups that are typically inactive (e.g., the 
elderly and low-income groups) (3 ). To determine whether exercise characteristics (i.e., 
duration, frequency, and speed of waiking) of Michigan adults met the Surgeon General's 
recommendations, the Michigan Department of Community Health analyzed data from 
the 1996 and 1998 Michigan Behavioral Risk Factor Surveillance System (BRFSS) for 
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those who reported walking as their only LTPA. This report summarizes the results of this 
analysis, which indicate that most walkers need to increase the frequency and perhaps 
the speed of their walking to comply with recommendations 

BRFSS is a random-digit—dialed telephone survey of the civilian, noninstitutionalized 
U.S. population aged >18 years that includes questions about LTPA. In 1996 and 1998 
respondents were asked “During the past month, did you participate in any physical 
activities or exercises such as running, calisthenics, golf, gardening, or walking for exer 
cise?” Information on the type, distance, frequency, and duration of respondents’ two 
predominant LTPAs was collected. Data from the 1996 and 1998 Michigan BRFSS were 
combined for this analysis (n=7602). Walking speed was calculated by dividing the 
reported distance by duration. Brisk walking was defined as walking at >3.5 mph (4) 
Data were weighted, and descriptive analyses (prevalence and standard errors) and 
univariate logistic regressions were performed using SUDAAN (5). In this analysis, com 
parisons with p<0.05 were considered statistically significant. Estimates for racial/ethnic 
groups other than white and black are not presented because the sample sizes were too 
small for meaningful analysis 

Overall, approximately 76% of Michigan adults engaged in LTPA. The prevalence of 
walking as their only LTPA (i.e., only-walking) was 21%, the prevalence of walking plus 
another LTPA (i.e., walking-plus) was 21%, and the prevalence of engaging in any other 
type of LTPA (i.e., other-LTPA) was 35% (Table 1). The prevalence of 


associated significantly with age, sex, and education and income levels. The prevalence 


only-walking was 


of only-walking significantly increased with age up to ages 55-64 years, was significantly 
higher among women than men, was similar between blacks and whites, but was lower 
among persons in the highest education and income categories 

Most (78%) only-walkers usually walked at least 30 minutes at a time (Table 2). The 
proportion walking for at least 30 minutes was not related significantly to any demo 
graphic characteristic. Thirty-four percent of only-walkers walked four or more times per 
week; this proportion increased with increasing age, was higher among men and blacks, 
and showed an inverse relation with income. Twenty-six percent of only-walkers walked 
briskly; this proportion was significantly higher among men than women and increased 
with education and income levels 


Six percent of only-walkers met the health-related recommendations (7) by walking 


at least 30 minutes per session, four or more times per week, at >3.5 mph 
(Table 2). This proportion was associated significantly with education and income and 
was higher among higher education and income groups 
Reported by: AP Rafferty, MJ Reeves, HB McGee, Div of Epidemiology Svcs, Bur of Epidemio 
ogy, Michigan Dept of Community Health; JM Pivarnik, Dept of Kinesiology and Dept of 
Osteopathic Surgical Specialties, Michigan State Univ, East Lansing, Michigan. Physical Activ 
ity and Health Br, Div of Nutrition and Physical Activity, National Center for Chronic Disease 
Prevention and Health Promotion, CDC 
Editorial Note: The findings from this study indicate that walking was the most common 
form of LTPA and that most only-walkers (78%) were walking for at least 30 minutes at 
a time. However, many only-walkers did not walk frequently enough or fast enough to 
comply with recommendations (7); 34% walked at least four times a week, and 26% 
walked briskly enough to achieve a moderate-intensity level 

Race is not a risk factor for lack of LTPA but may be a marker for other factors that 
may be predictive of a higher prevalence of physical inactivity during leisure time. Find 
ings from this study indicate that the prevalence of any LTPA during the previous month 
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TABLE 1. Prevalence of only-walking,* walking-plus,' and other leisure time 
physical activity (LTPA)’ among Michigan adults — Behavioral Risk Factor 
Surveillance System, Michigan, 1996 and 1998 





Only-walking Walking-plus Other-LTPA 
Characteristic No.* (95% Cl)** % (95% Cl) % (95% Cl) 
Age group (yrs) 
18-34 2312 16 (15.8-19 8 (16.8 4 46.2 (43.8-48.6 
35-44 1772 17.0-21 y 19.6-24 5.7 (34.1-39.3 
45-54 1368 (20.3-25.5 2: 20.5 ] ( (27.2—33.0) 
55-64 835 27.7 (24.2-31.2 7 (19.3 1 24.9 28.4) 
65 1236 (20.9-26.: 7.4 ) } (17.1-22.3) 
Sex 
Men 3138 13.7-16.7) 
Women 4423 (24.8-27.8) 
Race" 
White 6332 (19.7-21 } (33.3-% 
Black 832 3 (19.0-25.6) 4.5 (11.7-17.3 3.3 (29.3 
Education level 
<High school 784 2 (19.4 .9 ( 8.2 5) 25.2 (21.4 
High school graduate 2498 (20.2-23.8) 18.7 (16.9-20 29.1 (27.0 
Some college 2259 (20.2-24.2) 20.2 (18.3-22 38.3 (35.9 
College graduate 1952 (15.3-19.1) 28.9 (26.5-31 41.6 (39.0-<¢ 
Household income 
<$20,000 1372 (20.8-—26.0) 15.7 (13.4—18.0) 22.6 (19.9 
$20,000-34,999 1969 22.3 (20.2-24.4 18 (16.0-20.0 32.7 (30.2 
$35,000-49,999 1286 20.8 (18.3-23.3 21.6 (19.0-24.2) 37.4 (34.3 
$50,000 2128 18.1 (16.2-20.0) 25.0 (22.9-27.1) 42.2 (39.8 
Total 7602 21.1 (20.0-22.2) 20.7 (19.6-21.8) 34.5 (33.2-35.8) 
* Percentage for whom walking was their only leisure time physical activity (LTPA) during the 
previous month. Only-walking was associated with age, sex, and education (p<0.001 
Wald F univariate logistic regression models); and household income (p<0.01, Wald F) 
Percentage who walked plus engaged in another LTPA during the previous month. Walking 
plus was associated with age (p<0.05, Wald F), sex, race, education, and household income 
(p<0.001, Wald F) 
Percentage who did not walk but engaged in another LTPA during the previous month 


Other-LTPA was associated with age, sex, education, and household income (p<0.001, Wald 
F) 

*Unweighted total sample size and sample sizes for demographic subgroups 

**Confidence interval 

' Estimates for racial/ethnic groups other than white and black are not presented because the 
sample sizes were too small for meaningful analysis 











was somewhat lower among blacks (70.1%) than whites (77.5%). However, the preva- 
lence of only-walking was similar among the two racial groups, supporting the 
accessability of walking for exercise across groups. 

Although walking at 3.5 mph (approximately 17 minutes per mile) is a moderate 
intensity activity for most persons, other circumstances and physical conditions exist 
(e.g., being unconditioned, elderly, overweight, or having a disabling condition) that 
influence activity level. Some persons may have chosen to only walk because of their 
physical fitness level or ability, and in such cases, a slower pace might be considered a 
moderate or appropriate level. The Surgeon General's report recognizes a continuum of 
intensity and duration for physical activity and suggests that sedentary persons start 
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with short durations of a moderate-intensity activity and gradually increasing the dura- 
tion and/or intensity (7). Although a person's health may benefit from walking at lower 
intensities (e.g., 2.0-2.9 mph) (6), persons should increase intensity as the body adapts. 

The findings in this report are subject to at least four limitations. First, BRFSS data are 
self-reported and include measurement error, especially related to respondents’ recall 
of time and distance walked, which may be difficult for some respondents to estimate. 
Second, these data do not include information on non-LTPAs; therefore, total activity and 
total walking may be underestimated. Third, information on only two LTPAs was avail 
able within BRFSS, which may result in an underestimate of the percentage of Michigan 
adults who walk plus engage in another LTPA. Finally, these data include errors related to 
noncoverage and nonresponse. 

This report also is limited by the method used to calculate the intensity of physical 
activity. Obtaining an estimate of intensity from BRFSS data required dividing the esti- 
mates of average distance walked by the estimated time. If respondents did not know the 
distance, they may have guessed or reported that they did not know. The amount of 
missing data concerning distance (13%) and the unknown proportion of respondents 
who guessed incorrectly may have affected the accuracy of these results. Since 1997, 
questions that measure relative intensity directly (7) have been used in national sur 
veys, and most epidemiologic studies that have documented beneficial health effects of 
moderate-intensity activity (including brisk walking) used duration or self-identified in 
tensity rather than calculated intensity estimates (6,8 ). The national health objectives for 
2010 (9) propose that public health professionals use relative-intensity data to track 
moderate and vigorous activity. BRFSS will incorporate these direct measures of moder 
ate and vigorous physical activity starting with the 2001 surveys. 

Despite methodologic concerns, these results suggest that most persons who walk 
for physical activity would benefit from walking more regularly and perhaps faster. Pub- 
lic health efforts should focus on increasing the frequency of walking because once a 
person reaches 30-45 minutes of walking on most days of the week, most of this activity 
probably will be at moderate intensity relative to individual fitness levels. Because walk- 
ing is the only LTPA used by 20% of Michigan adults, a public health campaign encourag 
ing them to walk more frequently could have important health effects. 

References 
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Outbreak of Gastroenteritis Associated With 
an Interactive Water Fountain at a Beachside Park — Florida, 1999 


Since 1989, approximately 170 outbreaks associated with recreational water venues 
(e.g., swimming pools, waterparks, fountains, hot tubs and spas, lakes, rivers, and oceans) 
have been reported, with almost half resulting in gastrointestinal iliness (7-5). This re 
port summarizes the investigation of an outbreak of gastroenteritis in Florida during 
1999. The findings indicated that Shigella sonnei and Cryptosporidium parvum infec 
tions caused illness in persons exposed to an “interactive” water fountain*® 
at a beachside park 

During August 23-27, the Volusia County Health Department (VCHD) received re 
ports of three children with S. sonnei infection whose common exposure was play in an 
interactive water fountain at a beachside park that had opened August 7. To determine 
risk factors for gastrointestinal illness, VCHD and the Florida Department of Health (FDH) 


conducted a case-control study among a convenience sample of park attendees, includ 


8 


August 14 and 52 family members of persons who had reported illness to VCHD. A case 


ing 34 members of a teenage group that had attended a beach party near the park on 
of gastrointestinal illness was defined as abdominal cramps or diarrhea (three or more 
loose stools within a 24-hour period) in a person who visited the park during August 7-27 
with illness onset <12 days after the visit. Study participants were contacted by tele 
phone and interviewed using a standard questionnaire 

Of 86 park visitors interviewed, 38 (44%) had illness that met the case definition 
Onsets of illness occurred during August 15-September 2 (Figure 1). The median age of 
ill persons was 8 years (range: 2-65 years); the median age of well persons was 15 years 
(range: 5-47 years). Twenty-five (66%) ill persons were male. The most common symp 
toms reported included diarrhea (97%), abdominal cramps (90%), fever (82%), vomiting 
(66%), and bloody diarrhea (13%). S. sonnei was isolated by culture of stool specimens 
from five (36%) of 14 ill persons tested. C. parvum oocysts were identified in stool 
specimens from two persons by light microscopy using an acid-fast stain. All 38 ill per 
sons, compared with 32 (67%) well persons, had entered the fountain (odds ratio 
[OR]=undefined; 95% confidence interval [Cl]=4. 1-undefined). Other associated risk fac 
tors for illness included fountain water ingestion (OR=52.5; 95% Cl=9.8-377.0) and con 
sumption of food or drink at the interactive fountain (OR=4.7; 95% Cl=1.6—14.3). As all ill 
persons entered the fountain, and all but two ingested fountain water, the independence 
of these exposures was not established 

On August 27, investigators conducted an environmental assessment of the park, a 
paved area of approximately 2-3 acres adjacent to the beach in Daytona Beach, which 


*Fountains intended for recreational use, often located at waterparks, as opposed to 
noninteractive ornamental fountains intended for public display, not recreational use, often 
located in front of buildings and monuments 
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FIGURE 1. Reported number of gastroenteritis cases associated with an interactive 
water fountain, by date of illness onset — Florida, 1999* 
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included bathrooms, outdoor showers, vending machines, and the interactive water 
fountain. The fountain used recirculated water that drained from the wet deck/play area 
floor (no standing water) into an underground reservoir. The volume of recirculated 
water was 3380 gallons, and the minimum flow rate through the recirculation system 
was 115 gallons per minute; the turnover rate was 30 minutes, as required by state code 
for interactive water features. The recirculated water passed through a hypochlorite 
tablet chlorination system before being pumped back to the reservoir and then to several 
high-pressure fountain nozzles at ground level throughout the play area. No filtration 
system had been installed. Investigators identified several potential opportunities for 
water contamination. The fountain was popular with diaper- and toddler-aged children 
who frequently stood directly over the nozzles. Chlorine levels were not monitored, and 
the hypochlorite tablets that deplete after 7-10 days of use had not been replaced after 
the park opened August 7. 

An estimated 4800 persons attended the park during August 7-27, when the fountain 
was closed by VCHD. The fountain reopened December 12 after several control mea- 
sures were implemented. First, a cartridge filtration system was installed, and a chlorine 
mecnitor was installed to halt fountain operation automatically when residual chlorine 
levels fall below 3 ppm. Second, a sign was posted advising visitors to shower before 
entering the fountain and to avoid fountain water consumption. Third, children in diapers 
were excluded from entering the fountain. No further illness has been associated with 
the fountain. 


Reported by: P Minshew, Volusia County Health Dept, Daytona Beach; K Ward, MSEH, Z Mulla, 
MSPH, R Hammond, PhD, D Johnson, MD, S Heber, DrPH, R Hopkins, MD, State Epidemiolo 
gist, Florida Dept of Health. Div of Bacterial and Mycotic Diseases and Div of Parasitic 
Diseases, National Center for Infectious Diseases; Div of Applied Public Health Training 
Epidemiology Program Office; and an EIS Officer, CDC. 
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Editorial Note: This report documents the second recorded outbreak of gastroenteritis 
associated with an interactive water fountain (7) and highlights the risk for transmitting 
diarrheal illness in recreational water activities other than a traditional water-filled pool 
Outbreaks of gastroenteritis associated with recreational water exposure are recognized 
with increased frequency (7 ). Interactive fountains using recirculating water are new to 
traditional waterpark amusements (i.e., slides and wave pools). Because these fountains 
are attractive to diaper- and toddler-aged children, recreational water may be at high 
risk for contamination by enteric pathogens through overt fecal accidents or rinsing of 
contaminated bodies in the water 

In this outbreak, S. sonnei and C. parvum were identified in stool specimens from ill 
persons. Both pathogens have a low infectious dose (6,7 ), and C. parvum is resistant to 
chlorine (7); however, removal of pathogens may be enhanced by filtration of fecal 
material from recirculated water. The recirculated fountain water described in this report 
was unfiltered and inadequately chlorinated, increasing the risk for contamination and 
disease transmission. The association between illness with S. sonnei and ingestion of 
recreational water has been described previously (8,9 ). The association between illness 
and consumption of food or drink at the fountain may represent contamination of food 
and drink by fountain water, or the potential for increased fountain water ingestion among 
those consuming foods and beverages at the fountain 

Most bacterial outbreaks in recreational water could be prevented if pool and interac 
tive fountain operators maintained mandated chlorine levels at all times and monitored 
levels more frequently during times of heavy patronage. Although effective chlorination 
should reduce the risk for S. sonnei transmission, disinfection is not instantaneous, as 
pathogens may be temporarily sheltered from chlorine when presented as a large bolus 
of fecal material, resultir g in transient contamination. The prevention measures insti 
tuted by FDH underscore that water treatment alone does not guarantee illness preven 
tion. The public also should be informed that swimming or playing at recreational water 
venues is communal bathing and can lead to diarrheal disease transmission when the 
water becomes contaminated and is swallowed 

To reduce risk for contamination and disease transmission, persons visiting recre 
ational water venues should 1) avoid entering a traditional pool or playing in an interac 


tive fountain if they have diarrhea; 2) avoid swallowing pool or fountain water; 3) practice 


good hygiene by taking a soap and water shower at home or at the pool, especially after 


a bowel movement and before entering the water; 4) escort young children to the toilet 
frequently and clean their bottoms thoroughly before allowing them to resume play 
5) avoid sitting on or over fountain jets because this can increase the risk for water 
contamination; and 6) take precautions not to contaminate foods or beverages con 
sumed in or near the bathing area with pool or fountain water. Parents should be aware 
that no diaper (including swim diapers or swim pants) completely prevents stool leakage 
lf diapered children are to play in waterparks, diapers should be changed immediately 
after a bowel movement in restrooms where hands and bottoms can be washed 
thoroughly with soap and water 

Although interactive fountains may not require health department review in some 
states, waterpark or water attraction operators should recognize that the lack of a pool in 
these attractions does not necessarily reduce the risk for waterborne disease transmis 
sion. States should examine existing regulations for all public recreational water venues 
and for fountains not intended for interactive water play (70), and should ensure that all 
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public recreational venues and fountains using recirculated water receive appropriate 
oversight by public health officials. Additional information for bathers, parents, and pool 
operators on recreational water safety can be obtained on the World-Wide Web at http: 
www.cdc.gov/ncidod/dpd/parasiticpathways/swimming.htm 
References 
1. CDC. Surveillance for waterborne-disease outbreaks—United States 
surveillance summaries (May). MMWR 2000;49(no. SS-4) 
CDC. Surveillance for waterborne-disease outbreaks—United States, 1995-1996 
surveillance summaries (December). MMWR 1998;47(no. SS-5 
CDC. Surveillance for waterborne-disease outbreaks—United S 
surveillance summaries (April). MMWR 1996;45(n« 
CDC. Surveillance for waterborne-disease outbreaks : 
surveillance summaries (November). MMWR 1993;42(no. SS-5 
CDC. Surveillance for waterborne-disease outbreaks—United States 
surveillance summaries (December). MMWR 1991;40(no. SS-3 
Acheson DK, Bennish ML. Shigella and enteroinvasive Escherich 
Smith PD, Ravdin JI, Greenberg HB, Guerrant RL, eds. Infections 
tract. New York: Raven Press, 1995 
Meinhardt PL, Casemore DP, Miller KB. Epidemio ic aspects of h 
and the role of waterborne transmission. Epidem Rev 1996;18:1 
Keene WE, McAnulty JM, Hoesly FC, e 4 swimming-associated 
rhagic colitis caused by Escherichia coli 0157:H7 and Shigella sonr 
1994;331:579-84 
Rosenberg ML, Hazlet KK, Schaefer 
J Am Med Assoc 1976;236:1849-52 
CDC. Outbreak of cryptosporidiosis as 
Minnesota, 1997. MMWR 1998;47:856-60 


5 


Progress Toward Poliomyelitis Eradication — 
South-East Asia Region, 1998-1999 


In 1988, the World Health Assembly resolved to eradicate poliomyelitis by the end of 
2000 (7). To achieve this goal, the 10 member countries* of the World Health Organiza 
tion (WHO) South-East Asia Region (SEAR) began implementing polio eradication strat 
egies in 1994. In 1999, most polio cases worldwide were reported in SEAR (i.e., 48% of 
reported polio cases and 62% of cases with wild poliovirus isolation) (2,3). This report 
summarizes progress in achieving high routine and supplemental vaccination coverage 
the surveiilance of cases of acute flaccid paralysis (AFP), and the impact of these activi 
ties on polio eradication in the region during 1998-1999 


Routine Vaccination 


In 1998, four countries reported coverage of >80% with three doses of oral poliovirus 
vaccine (OPV3); five countries reported coverage of 73% to 78%. In 1999, seven coun 
tries reported coverage of >90%. However, in India during 1997-1998, surveys indicated 
that OPV3 coverage varied markedly at the state and city level; coverage in many areas 
was <50% (4). 


*Bangladesh, Bhutan, Democratic People’s Republic of Korea (DPR Korea), India, Indonesia, 
Maldives, Myanmar, Nepal, Sri Lanka, and Thailand 
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Supplementary Vaccination 

In 1999, all SEAR countries conducted supplemental OPV vaccination activity. On the 
basis of recommendations from the Technical Consultative Group on Poliomyelitis Eradi 
cation (5), India conducted four rounds of National Immunization Days (NIDs)' from 
October 1999 to January 2000 and two rounds of Subnational Immunization Days (SNIDs) 
during February—March 2000 in eight high-risk northern states. In 1999, the largest public 
health campaign ever conducted in one country took place in India, where one NID round 
reached 147 million children aged <5 years. Bangladesh, Bhutan, DPR Korea, Maldives, 
Myanmar, Nepal, Sri Lanka, and Thailand held two rounds of NIDs. Bangladesh com 
pleted NIDs during November—December 1999, and conducted SNIDs. Indonesia and 
Myanmar conducted mopping-up* campaigns, and India and Bangladesh added a house 
to-house component to their NIDs and Nepal to its SNIDs. Synchronizing with India, Nepal 
held its NIDs during November—December 1999 and its SNIDs during January-February 


2000 


AFP Surveillance 

AFP surveillance is conducted to identify the remaining infected areas, to target 
supplemental vaccination, and to monitor progress toward eradication through a net 
work of reporting units dispersed throughout a country. WHO recommends immediately 
reporting and investigating every AFP case in children aged <15 years within 48 hours 
after notification, and collecting two stool samples for analysis in a WHO-accredited 
laboratory (6). AFP surveillance is evaluated by the sensitivity of reporting (i.e., nonpolio 
AFP rate of at least one case per 100,000 children aged <15 years) and the completeness 
of specimen collection (i.e., two adequate stool specimens from at least 80% of persons 


with AFP) 


In SEAR countries where polio is endemic, AFP surveillance was strengthened using 


surveillance medical officers (GMOs) who receive special training and are responsible 
for a defined area. From 1998 to 1999, the number of SMOs increased in Bangladesh 
from zero to 16, in India from 59 to 108, and in Nepal from four to six. Since 1999, AFP 
surveillance in Bangladesh, India, and Nepal also has been supported through the use of 
Stop the Transmission of Polio (STOP) teams**. With the addition of SMOs and STOP 
teams, the number of reported AFP cases increased in Bangladesh from 467 in 1998 to 
763 in 1999, and in Nepal from 69 in 1998 to 234 in 1999 (Table 1). In 1999, India, Sri 
Lanka, and Thailand had nonpolio AFP rates of >1.0, and Nepal had a nonpolio AFP rate 
of >1.0 for the first time. In Indonesia, nonpolio AFP rates decreased from 1.15 in 1998 to 
0.95 in 1999. AFP surveillance in DPR Korea started in 1999, and 14 AFP cases were 
reported. In 1998 and 1999, the proportion of AFP cases with adequate stool specimens 


Nationwide, mass campaigns over a short period (days to weeks) in which two doses of 
OPV are administered to all children, usually aged <5 years, regardless of vaccination 
history, with an interval of 4-6 weeks between doses 

Subnational Immunization Days (SNIDs) follow the same procedure as NIDs but on a 
regional level 

Focal mass campaigns in high-risk areas over a short period (days to weeks) in which two 
doses of OPV are administered during house-to-house and boat-to-boat visits to all children 
aged <5 years, regardless of vaccination history, with an interval of 4-6 weeks between 
doses 

Groups of international health professionals deployed to a district for 3 months to assist 
ministry of health staff with polio eradication activities 
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TABLE 1. Number of reported cases of acute flaccid paralysis (AFP), nonpolio AFP 


rates, percentage of AFP cases with adequate specimens, and confirmed polio- 
myelitis cases, by country — South-East Asia Region, 1998-1999 





% AFP 
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reported rate* specimens (Wild virus) 
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* Per 100,000 children aged <15 years. Rate does not include AFP ¢ 
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Two stool specimens collected within 14 days 


was 82% and 88% in Sri Lanka, 79% and 85% in Thailand, 79% and 84 
35% and 76% in Nepal, 59% and 72% in India, 71% and 66 
in Bangladesh, and 0% and 36% in DPR Korea, respectively 


in Indonesia, 
in Myanmar, 49% and 48 


Polio Laboratory Network 

In 1999, 14 of 17 network laboratories performing primary virus isolation from stool 
specimens were fully WHO-accredited. One laboratory in Jakarta, Indonesia, was 
accredited provisionally and the two remaining laboratories (Dhaka, Bangladesh; and 
Pyongyang, DPR Korea) are being strengthened for accreditation review. Four network 


laboratories are regional reference laboratories and perform intratypic differentiation 
(wild poliovirus versus vaccine-derived virus) of isolated polioviruses. The overall num 


ber of stool specimens processed by these laboratories increased from 3376 in 1997 to 
22,657 in 1999. 


Polio Incidence 


In India, the overall number of reported polio cases decreased from 4322 (1934 virus 
confirmed) in 1998 to 2810 (1126 virus-confirmed) in 1999 (Table 1). Most of the 
decrease in virus-confirmed cases occurred in central and southern Indian states; no 
substantial decrease was reported in the high-risk northern states of Bihar, Delhi, Uttar 
Pradesh, or West Bengal. Of 1138 wild polioviruses isolated in India in 1999, 730 (64%) 
were poliovirus type 3 and 397 (35%) were poliovirus type 1. India, the only country 
reporting poliovirus type 2 in 1999, indicated a decrease from 83 cases in 1998 to 11 in 
1999 (10 in Uttar Pradesh and one in West Bengal). The overall number of polio cases 


reported from Bangladesh increased from 299 (eight virus-confirmed) in 1998 to 397 
(28 virus-confirmed) in 1999. 
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Notice to Readers 


Publication of Surgeon General's Report on Oral Health 


On May 25, 2000, the Surgeon General issued Oral Health in America: A Report of the 
Surgeon General. The report identifies the essential role of oral health in overall health 
and well-being. Although orai health has improved since 1950, disparities in oral health 
status and access to care affect many persons, including those with low income and 
members of racial/ethnic minority groups. Safe and effective measures for preventing 
oral disease such as the use of fluoridated water or dental sealants are underutilized 
Actions called for by the report include increasing awareness of the importance of oral 
health as part of general health; accelerating the building of the science base and apply 
ing it more effectively to improve oral health; strengthening the local, state, and federal 
capacity to perform core public health functions; removing barriers between people and 
receipt of oral health services; and using public-private partnerships to improve the oral 
health of those who still suffer disproportionately from oral diseases 

Additional information, a copy of the report, and ordering information are available 
on the World-Wide Web at http://www.surgeongeneral.gov. Additional information is 
available on the Web at http://www.cdc.gov/nccdphp/oh/, or by telephone at (887) 232 
2020 


Erratum: Vol. 49, No. 24 


In the article, “Laboratory-Acquired Human Glanders—Maryland, May 2000” on 
page 533, aname was misspelled in the “Reported by” section: L Karenfil, Johns Hopkins 


Medical Institutes, should be L Karanfil. Also, M Barrera-Oro, MD, should be M Barrera 
Oro, PhD, and a credit was missing: J Dick, PhD, Johns Hopkins Medical Institutes 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending June 24, 2000, with historical data 
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*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 


based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending June 24, 2000 (25th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending June 24, 2000, and June 26, 1999 (25th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending June 24, 2000, and June 26, 1999 (25th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending June 24, 2000, and June 26, 1999 (25th Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending June 24, 2000, 
and June 26, 1999 (25th Week) 





H. influenzae. Hepatitis (Viral), By Type Measles (Rubeola 
Invasive A B indigenous imported* Total 


Cum Cum Cum Cum Cum Cum 
Reporting Area 2000 


























| Cum Cum Cum | Cum 
1999 2000 | 2000 {2000 2000 2000 1999 
1 1 1 x ¥£ 





1999 2000 1999 2000 


s) 41 1 . $ 








Vol. 49 / No. 25 


TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending June 24, 2000, 
and June 26, 1999 (25th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
June 24, 2000 (25th Week) 


All Causes, By Age (Years) 





Pal All Causes, By Age (Years) P&I 


Total P Total 
Reporting Area PR | 6&5 | 25-44 | 1-24 ai Reporting Area =. | 65 cE 64125 aa] 24 |< 0 


199 625 109 























% ¥ 











Vol. 49 / No. 25 








Contributors to the Production of the MMWR (Weekly) 


nA 


Weekly Notifiable Disease Morbidity Data and 122 Cities Mortality Data 


State Support Team CDC Operations Team 
Re bert F agar af M Knowle 
Jose Aponte p 

Paul Gangar ] 

Gerald Jones 

Javid N 

t fh 


tschke 
, 
informatics 


Vaca 











June 23, 2000 


The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control 
and Prevention (CDC) and is available free of charge in electronic format and on a paid subscription basis for 
paper copy. To receive an electronic copy on Friday of each week, send an e-mail message to 
listserv@listserv.cdc.gov. The body content should read SUBscribe mmwr-toc. Electronic copy also is available 
from CDC’s World-Wide Web server at http://www.cdc.gov/ or from CDC’s file transfer protocol server at 
ftp.cde.gov. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government Printing 
Office, Washington, DC 20402; telephone (202) 512-1800 

Data in the weekly MMWA are provisional, based on weekly reports to CDC by state health departments. 
The reporting week concludes at close of business on Friday; compiled data on a national basis are officially 
released to the public on the following Friday. Address inquiries about the MMWR Series, including material to 
be considered for publication, to: Editor, MMWR Series, Mailstop C-08, CDC, 1600 Clifton Rd., N.E., Atlanta, GA 
30333; telephone (888) 232-3228 

All material in the MMWR Series is in the public domain and may be used and reprinted without permis- 
sion; citation as to source, however, is appreciated 





Director, Centers for Disease Control Acting Director Writers-Editors, MMWR (Weekly) 
and Prevention Epidemiology Program Office Jill Crane 

Jeffrey P. Koplan, M.D., M.P.H Barbara R. Holloway, M.P.H David C. Johnson 
Deputy Director for Science and Editor, MMWR Series Teresa F. Rutledge 
Public Health, Centers for Disease John W. Ward, M.D Desktop Publishing 
Control and Prevention Michael T. Brown 

Acting Managing Editor, MMWR 
David W. Fleming, M.D Weekh aging - : Lynda G. Cupell 
> ty) 


orie M. Hi ‘ 
Caran R. Wilbanks Morie M. Higgins 











*xU.S. Government Printing Office: 2000-533-206/28023 Region IV 





SsouIsng Je19130 
40 LNIWLYVd30 


2 
yn 
< 
2 


eeeoe e16s0eyd ‘ejuepy 
(90D) UONUsASg P 
j01}U04 eSeasig 40} Siajuss 


S3DIAK3S NVIWNH ONY HL1V3H 


@Sf aeALg 40} Ayjeusd 


00€< 


it ppeeeer sente 
rey ' 


pee 


i 





ae ok 





p8Z-D ‘ON Hue, 
GiVvd $334 8 JDVLSOd 
VW SSV19-LSHl4 














